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Most of you know that the College has recently conducted a 
strategic planning process that has involved a comprehen- 
sive reevaluation of ongoing activities and longlemt goals. 
The College mission statement developed during lhis proc- 
ess reaffirms our traditional and preeminent commilments to 
the provision of professional education and the promotion of 
research. It also makes an expanded commitment o leader- 
ship in lhe development of standards for cardiovascular care 
and the formula& of our nation’s health care policy. I’d 
like 10 discuss a few of our goals related lo this latter 
commitment, both lo highlight activities with which some 
may not be familiar, and to indicate areas that I believe will 
present difficult judgmental issues in the immediate future. 
Expanding role of advoacy. I have frequently felt that 
physicians are at their professional best in their mle as 
patient advocates. The traditional extent of our advcacy is 
perhaps broader than we realize. I recall with both a smile 
and gratitude two kindnesses of my own family’s physician 
on the day I developed acute appendicitis as a youngster. 
Early in the day, as he was trying to make my diagnosis, he 
took time to reassure an all too perceptive mother that her 
son really wasn’t just trying to stay home from school! Later 
in the day. as I awoke from an anesthetic with my appendix 
no longer in place, I also overheard him quietly asking my 
sur8con to “do this one for whatever the insurance allows” 
because he knew we were a family of limited means. 
There is no question that this traditional all-inclusive 
advocacy on behalf of our patients’ individual needs contin- 
ues in all of our procticcs. What is different in 1988, of 
course, is that our advocacy most increasingly address 
societal as well as individual issues. It is clear that the 
delivery of cardiovascular care in the United States will be 
budget driven to an ever increasinc decree in the late 1980s . _ 
and 1990s. Our responsibilities and opportunities in this 
setting are more complex than in the past and involve issues 
that have a direct impact on oursclvc~ and our profession as 
well as our patients. As 1 see it. the task before us is to folfill 
a necessary and expanding role ofadvocacy without exceed- 
ineaod it is hoped. without appearing to exceed-the 
bounds of appropriate self4ntercst. 
DeveIopmeot f guidrllns for performing procedures. Let 
me mention briefly a few of the College’s correot approaches 
in specific areas. During the past few years, as the explosion 
of new and costly cardiovascular technology has continued, 
a variety of constituencies have looked increasingly to the 
College for thorough and dispassionate analyses of specific 
procedures. After analyzing our eki:ting response mecha- 
nisms at length, a new Cardiovascttlar Technology Assess- 
ment Committee has been established. Its charge reflects 
expanded and updated guidelines for the technology assess- 
ment process and includes more formal solicitation of infor- 
mation from relevant sources outside the College as well as 
within. I would also call attention to the Joint American 
Collenc of Cardiology-American Heart Association Task 
For&on Assessmen;if Diagnostic and Therapeutic Cardio- 
vascolar Pmcedores. Working through a number of subcom- 
mittees, the Task Force has already produced timely and 
high quality documents providing guidelines for pemtooent 
pacemaker implantation. exercise testing. cardiac radionu- 
elide imaging and coronary arteriogmphy. Ouidelines for 
performing coronary angioplasty, ambulatory electrocanlio- 
graphic monitoring and invasive introcardiac electmphysio- 
logic studies are nearing completion, and a report on the 
early management of acute myocardial infarction is under- 
way. I believe we owe a special expression of thanks to the 
ottowoos College members who participate in the complex 
and time-consuming deliberations needed to produce the 
many documents of this type that are now sought by 
government, third pony reimbursers and other health core 
providers as well as ourselves. 
Development o4 guidelines for physicion credentials. An 
additional high priority goal, which was identified during a 
membership survey included in our strategic planning proc- 
ess, is the development ofgoideliocs for granting crcdentiala 
to physicians performing cardiovascular procedures. The 
College is not. of course, attempting to become a crcdeotia- 
ling body. We do think we have an important and unique 
contribution to make in the development of the guidelines 
that are now widely sought by hospitals and other health 
care agencies. As recently discussed with our Board of 
Trustees. the College. the American Heart Association and 
the American College of Physicians have agreed to a joint 
project for developing recommended clinical privikgegoide- 
lines for cardiology pmcedures. Within the College I sense a 
feeling that our guidance is especially needed in areas of 
rapidly expanding technology. such as coronary aogiopksty. 
Idsntifting the role of the cardiovascolar speeialkt. An- 
other of our targeted goals is lo increase understanding of the 
role of the cardiovascular specialial in our evolving system 
of “managed” care. We need to identify which of our 
services make the greatest difference to specific patients, 
and we most communicate the need for these services more 
effectively. We must continue to grapple wilh the difficult 
issues related to quality of and access to care. I personally 
believe we must also address the wide regional differences in 
the rate of “se of procedures, and the cost of procedures. 
that are now being identified by the public as well as 
ourselves. Finally. 1 call your attention to toprcs addressed 
in our two most recent Bethesda Conferences. The first 
conference, Cardiovascular Disease in the Elderly. consid- 
ered the needs for and benefits of subspecialty cordiovascu- 
kr care in a comprehensive fashion that has already been 
recognized favorably outside the College as well as within. 
The second conference dealt wilh a spectrom of issues 
related lo cardiology manpower. Its report will he published 
shortly and will, I believe, also be of geo+xal interest. 
Interaetko with pvMk and private groups. Essentially all 
of the areas 1 have mentioned involve increased interaction 
with government and other health care constituencies. All of 
us have expanded our vocabularies in the areas of peer 
review, quality assurance and physician payment reform to 
degrees we would not have conceived of a few years ago. In 
addition lo increased activity in the orea of government 
relations, the College recognizes the need for concomitant 
interaction with ittdustry, consumers and other wngovem- 
xxtal groups that -5~1 our activities as cardiovascular 
specialists. We also strive to increase productive inter- 
change with other professional societies and organizations, 
partkolarly when a collaborative &on may increase elkc- 
tiveness in an area of mutual interest. 
Addressing satsitive lrrmer within Ihe pmfessioo. The 
College’s overall goal in health policy can be summarized as 
ensuring that we have a LLseal at the table” al which lhe 
health core issues facing our patients. our nation and our- 
selves are decided. A word of caution. however. If we are to 
be elTective. responsible and influential participants al this 
table, 1 suspect we shall have to addressa number of issues 
that are sensitive within our subspecialty as well as withool. 
What are our obligalions-hoth personal and orgaoiza- 
tiona!-in providing access to state of the art cardiovascular 
care for the 35 million medically uninsured Americans. more 
than two-thirds of whom live in families of year-round. 
full-time workers? In a subspecialty so heavily involved with 
procedures. are we sometimes insofliciently attentive to our 
patients’ need for personal counseling as well as technical 
expertise? What are appropriate guidelines for physician 
advertising in the increasingly competitive marketplace in 
which we find ourselves? Have we thoroughly thought 
thmud the wtentiallv troublesome asoects of self-refenal 
for highly re&merati& procedures or p&ml ownership of 
the facilities providing these procedures? Are fee schedules 
thatfavorpr~cedural~ervice~sometimesacounteriocentive 
to the time-consuming. personalized service we ourselves 
hope to obtain fmm our own physicians? If medical costs 
most be contained to a greoler degree, should we be more 
open to approaches for decreasing the onit cost of those 
procedures that are most needed? 
The reapoaribilitkr Oc odvoeacy. In concluding, may 1 
return to the issue ofadvocacy. Over the years l-like many 
of you. I suspect-have fell increasingly that the worth of 
our individual lives ultimately relates more to the people we 
touch along the way than to whatever edifices we build or 
whatever personal accolades ortangjble assets we happen to 
attain. It is true that we live in an acmnym-filled era of 
DRGs. PROS, PmPAC and PhysPERC, and that we are 
expected to be cost maoagen as well as patient healers. It is 
also true. however, that OUT patients are as frightened and 
vulnerable and dependent m their moment of illness as in the 
past. and that most of them still do want to tmsl us as 
advocates who will proceed in their best interest when they 
are uncertain or unable to act on their own behalf. The 
satisfaction associated with sewing as such an advocate is 
one of the special rewards of our profession. I feel sore my 
own family’s physician experienced this reward regularly. 
and i expect that an intuitive sense of it influenced many of 
our individual decisions lo become physicians. Our role as 
advocates in the l%Os and 199% is certainly more diicult. 
more multifaceted and necessarily more public than in the 
past. I suggest, however. that it is even more important now 
than in the post, and that it should be welcomed rather than 
avoided. Sensitively and thooghtfully offered, our advocacy 
can provide an element of infonwd and compassionate 
health care planning and delivery tha is available from no 
other source. It will be a service lo our patients and society 
that reflects the best in us and can only iocrease our pe~onal 
sense of fulfillment. As the College now moves to implement 
its strategic plan. 1 believe it is well positioned to play an 
even more effective role in assisting us. individually and 
collectively, in working through the difficult issues and 
judgments we face. 1 ask that we recommit ourselves lo 
meeting the 1988 responsibilities of advocacy, which ore so 
consonant with the traditions of our forebears and so impor- 
tant to those whom we have sworn to serve. 
